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A recertification survey and complaint 1. Resident #3 comprehensive MDS 4813
investigation #30787 and #31114, were Aﬁs:fls‘“m‘ was ““k’d"].‘ffd ”;.“d corected
completad on Apiil 3, 2013, at The Health Center ‘fgzwﬁf:ﬂﬁe coding ok section
At Standifer Place. No deficiencies were cited :
related to complaint investigation #30787 and 2. The MDS Nurse Team surveyed all
#31114, under 42 CFR PJ‘qRT 483, Requirements patients whouhave a sipnilar risk potential. 4/ 12f1_3 &
for Long Term Care Facilities. The MDS team determined that this was | OTEving
F 272 [ 483.20(b)(1} COMPREHENSIVE F 272 an isolated coding eror involving one
85=D | ASSESSMENTS MDS Nurse. This survey was conducted
during week of 4/8 —4/12, 2013. The
The facility must conduct Initially and periodicaliy MDS Coordinator will review the Dental
a comprehensive, accurate, standardized ﬁmt’;m“&’ gﬂm'} @“f?mgﬂs
reproducible assessment of each resident’s 2 g an STithng.

found to bo misceded then the MDS
Nurse responsible for coding will be
notified to correct the MDS. If the MDS

functional capacity.

A facility must make a comprehensive has been locked then the assessment will
assessment of a resident's neads, using the be untocked and corrected aceording to
resident assessment instrument (RAL) specified proper procedure.
by the Stats. The assessment must includs at
least the following: - 3. ThEE Facility will conduct an in-service 51713
Identtfication and demographlc Information; during the weeks of 4/22/13 — 5/1/13
Customary routine; ‘ regarding “Accurately Coding MDS
Cognitive patterns; D_mtal Section LOZ200”. This in-5ervice
P will b conducted by the MDS
Communication; Coordinator for the MD$ Nursing
Vigion; Assessment Team.
Meod and behavior patterns;
Psychosacial well-belng; 4. The facility will conduet 8 quastexly
Physical functioning and structural problems: Quality Assurance/Troprovement study on | Quartedy
Continence; ’ “Accurately Coding MD$ Dental Section | & )
Disease diagnosis and health conditions; LO200". This study will be conducted by | OnEowns
Dental and nutritional status; t!;;gssisttalmf%gcbiﬁuﬁng (c’zlirs qitlmerly
P . : . “ earch o BNGeE Qor
ilélt?v%/) l;ﬂl:glnits;. : audits. Ten 'midcnts MDS assessments
Medications: will be audited on cach unit for properly
. s . coding Dental Section LO20¢. The MDS
Special treatments and procedures; Coordinator and Head Nurses receive the
Discharge potential; . results of the floor audit within days of
Pocumentation of summary information regarding completion. Reporting results of
LARORATORY DIRECHOR'S OREROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE {X8) DATE
Wiion S ﬂdmtmg‘i’rafar' Y. 17-13

Any deficlency Statement ending with an asterisk () denotes a deficlency which the Institution may be excused from correcting providing it is determined that
other safeguards provide sufficlent protection 1o the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whather or not a plan of comection Is provided. For nursing homas, the above findings and plans of cotrection are disclosable 14

days following the date theee decuments are made available to the facllity. If deficlencies are cited, an approved plan of corection is requisita to continued
program participation,
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F 272 | Continued From page 1 F 272 occur at the next QA/I committeo
the addifional assessment performed on the care following the end of the q“mﬂt;“"
areas triggered by the completion of the Minimum QAT comiirtee is composed o
. Adwministrators, Medical Director,
Data Set {(MDS); and : : :
] L Digector of Nursing, Assistant DON,
Documentation of participation in assessment. Dietician, Rehab Director, Food Ssrvice
Director, Risk Manaper, Houstkeeping
Director, Central Supply Director,
Laundry Director, Bookkeeping Director
and other staff invited to observe and
participate.
This REQUIREMENT is not met as avidenced
by:
Based on observation, interview, and medical
record review, the facllity falled to accurately
assess the dental status for one (#8) of forty-one
residents sampted.
The findings included:
Resident #8 was admitted to the facility on
Qctober 24, 1996, with diagnoses inciuding
Schizophrenia, Depression, and Convulsions.
Observation and interview with resident #8
corfirmed, on Aprit 1, 2013, at 3:57 p.m., in the
resident's room, revaaled the resident had
missing and broken teeth. Further interview
confirmed the resident had no difficulty with
chewing or eating ard had no complaints of
mouth paln.
Observation on April 3, 2013, from 8:45-9:15
a.m., in the resident's room, revealed the resident
self feeding a biscuit, bacon, potato wedges, and
beverages. Further observations revealed the
Intake was greater than 26% (percent) during that
time frame,
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Medical record reviaw of the Nutritional
Assessment Report signed by the Registerad
Distitlary, on August 9, 2012, revealsd the resident
had chewing problems and broken, [oose, carlous
{esth.

Review of the Annual Minfmum Data Set (MDS)
dated August 8, 2012, revealed the resident had
no dental issues.

Interview with Certified Nurse Aide #1 on April 3,
2013, 2t 9:05 am., at the East 2 nursing station,
confirmed the resident had missing and broken
teath. Furiher interview revealed the resident had
no praoblems eating or chewing and had not
complained of mouth pain. Further interview
revealed the resident usually ate 25-50% of
meais and got a supplement if ata less than 50%
of the meal.

Interview with Licensed Practical Nurse #3, a
MDS Coordinator, on April 3, 2013, at 9:21 a.m.,
at the East 2 nursing station, revealed the
resident had refused to allow an oral inspection at
the time of the Annual MDS dated August 8,
2012. Further interview confirmed the oral status
section of the MDS Included the option of *...G.
Unable to examineg..." Further interview
confirmed the MDS failad to accurately assess
the dental status of the resident,

F 279 | 483.20(d), 483,20(k}{1) DEVELOP F 279
55=D | COMPREHENSIVE CARE PLANS

Afacility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.
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1. Resident #4535 was in hospital at the time
the surveyors entered facility. The
resident chose Hospice while in hospital
and expired priar to returning to facility.

47113

2, The Head Nurses will audit all resident’s 419013
Care Plans who have behaviora) 19
Sytoptems to determine if current cave
plan is updated with measureable goals
and appropriate interventions for
resident’s behavior/s, Care Plans will be
updated as necessary during audit. The
Head Nurses will conduct this audit
during the weck of April 15 — 19, 2013.

3. The Facility will conduct an in-service
during the weeks of 4/22/13 — 5/1/13 573
regarding “Keeping Care Plans Updated
with Interventions for Currcat Behavioral
Symptoms™ This in-service will be
copducted by the Staff Development
Coordinator and ADON or Designee for
Licensed Nurses.

4. The facility will conduct a quartexly
Quality Assurance/Tmprovement study on | Quartedy
“Keepifg Care Plans Updated with Goals | €
and Appropriate Intervention for Current | ODEOIUZ
Behavioral Symptoms”. This study will
be conducted by the Assistant DON or
her Designee during our quarterly “In
Search of Excellence” QIS floor audits,
All residents (up to 8 maximum 10
residents) Carc Plaps will be audited on
each unit for suitable problems,
measurcable goals and appropriare
interventions for resident’s behavioral
symptoms. Head Nurses receive the
results of the floor audit within days of
cotopletion. Reporting results of
guarterly audit to QAT committee will
occur at the next QAT comunittee
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F 279 | Continued From page 2 F 270 follawing the end of the qua.:te:; The
The facility must develop a comprehensive care mmt:fﬁgg%mr
plan for each resldent that includes measurable Direstor of Nursing, Assistant DON
objectives and timetables to meet a resident's Dietician, Rebab Director, Food Service
medical, nursing, and mental and psychasocial Director, Risk Manager, Housekeeping
needs that are identified In the comprehensive Ditector, Central Supply Director,
_ | assessment. Laundry Director, Bookkeeping Director
and other staff invited to observe and
The care plan must describe the services that are pasticipate.
to be furnished to attain or maintain the resident's
highest practicable physieal, mental, and
psychosoeial well-being as required under
§483.25; and any seivices that would otherwise
be required under §483.25 but are not provided
due fo the resident's exercise of righis under
§483.10, including the right to refuse treatment
under §483.10(b){4).
This REQUIREMENT is not met as avidenced
by
Based on medical record review and interview,
the facility failed to provide an accurate care plan
for one resident, (#455), of forty-one residents
reviewed.
The findings Included:
Resldent #455 was admitted to the facility on
November 15, 2012, with diagnoses including
Dementia, Altered Mental Status, Hypertension,
Coronary Arfery Disease, Atrial Fibrillation,
Muscle Weakness, Hypothyroidism, and
Encephalopathy.
Madical record review of the nurses notes dated
January 12, 2013, at Midnight revealed "...refused
BP (blood pressure), hitting at nurse, physically
aggressive..."; at 11:05 a.m., on January 12,
FORM CMS-2587(02-89) Provious Varelons Qbsolete Event ID:W34Z11 Faclllty ID: TN3304 if continuallon sheat Page 4of &
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F 279 | Continued From page 4 F 279 Tag:E281
2013, "...very compative /¢ (with) care, also
striking out at nurse frying to ck {check) 02 The IV bag hanging in Room 353, A3
(oxygen) sat {(saturation level) and giving txs observed during initial tour was not
(treatments)..."; at 1:35 p.m., on January 12, °°““°":d°‘? 1o *2;."::;“1"“‘ and was
2013, "...jerked it out and threw it at writer ..."; at Temoved kmmediatety-
13215 a.m., January 13, 2013, "...combative whan . : A
writer tried to ¢k (check)...O2 sat {oxygen '11;1;1; ma:uﬁ?;daﬁ mﬁg:&fgﬂ 41213 &
saturation level)...taking off finger and throwing carrectly per facility policy. The facility | Onsoing
it.” will continue to provide and amange
services that meet professional standards
Medical record review of the care plan dated of quality as related to [V administration
March 7, 2013, revealed ne care planning for according to Physician’s orders and
behaviors. The care plan dated March 7, 2013, facility policy. Facility policy states that
revealed a care plan for "...fisk for adverse effects IV bags will be labeled with initil, date
and drug interactions d/t (due 10) use of multiple anclot;gle °f“:1‘“a‘]‘i°“ ?ful’:{“tmem‘ The
medication and/or psychotrapic medications dit R imisistration will Lo saonitored theough
dementia and depression ...patlent wanders at observation of care rounds conducted by
night, staff has to redirect patient back to the Head Nurses, Supervisors, ADON,
bed...nursing to administer medications as and DON.
ordered...Ativan 0.5mg po {by mouth) q8h (every
8 hours) prn {as needed) agitationfanxiety..." The Facility will conduet an jn-service
: with Licensed Nurses duting the weeks | >/ 1/13
Interview with Nurse Manager {NM) #2, ‘on April 3, of 42213 - 5/1/13 regarding
2013, at 10:00 a.m., in the NM office, revealad Professional Stendards of Practice |
the care plan for *...risk for adverse effects and R"cllagdcm Ngud.mm%%“ig’_’s’ mhaﬁ]
drug interactions ..." was the care plan for the Eg con(q):luuétn;lnby ,3:;‘ Sta.lﬁ Dcvclopmm;t
behaviors, Further interview confirmed the Coordinator and ADON or Designee.
combative behavlors were not specifically i
addressed on the care plan, The facility wilk conduct 2 quarterly
F 281 | 483.20(k)(3){) SERVICES PROVIDED MEET F 281 Quality Assurance/Tmprovement study | Quarterly
§8=D | PROFESSIONAL STANDARDS related to Professional Standards of \
Practice for IV adwinjstration and Ongoing
The services provided or arranged by the facility émﬁﬂ:ﬂg’ WI':]‘ ;;‘;zﬂi‘;_md
must meet professional standards of quality. Excellence” on each unit. All residents
who ate receiving IV fluids or mediation
| This REQUIREMENT is not met as evidencsd ot e e e T e
by: time on inftiation of treatment. Audits
will be conducted by the ADON,_selected
FORM CM3-2567{02-49) Previous Yarsions Obsuolate Event [D:W34Z11 Facility [D; TN3304 If continuation sheat Page 5of 8
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F 281 | Continued From page 8 F 281 Head Murses, Falls Provention
Based on observation, raview of facility policy, Iéoursi’i()oord ’anr and the I\;gJEf i
and interview, the faciliy falled to follow QrEInAtor. Reportog resuts °
: - quarterly audit to QA/T committee will
professional standards of practice and facility ocenr af the next QA/T committee
palicy for labellng and dating Intravenous (1V) following the end of the quarter. The
fluid bag and administration set tubing for one QA/I committes is conposed of
resident. Administrators, Medical Director,
Tirector of Nursing, Assistant DON,
The findings included: Dietician, Rehab Director, Food Service
Director, Risk Manager, Housckeeping
Observation during initial tour on April 1, 2013, at Director, Central Supply Ditcetor,
11:00 a.m., in resident room number 353, ;?dmil? D“a;f?f» _B‘:l"kk“*;l"“g D“‘:lmf
revealed an Intravenous bag of Sodium Chloride - f‘:t invited 10 obgervean
0.9 percent hanging on an [ntravenous (V) pole parteipats.
with administration set tubing aitached to the bag,
but not the resident. Contlnued observation, at
that time, revealed the IV bag of fiuid and the IV
administration set tubing were not labeled or
dated,
Review of facility policy titled "Intravencus
Therapy” revealed "...Adminisiration sets will be
labeled with initials, date, and time initiated...”
Further review of facility policy reveaied "...IV fluid
bags are changed at Jeast every 24 hours or as
indicated...”
Interview with Registered Murse (RN #1) on April
1, 2013, at 11:05 a.m., in the residant's room,
confirmed the 1V fluid bag and the IV
administration set tubing were not labeled or
dated. Continued interview with RN #1, at that
time, confirmed the RN had not followed facility
policy regarding the labeling and dating of IV
fluids and administration set tubing.
F 323 | 483.25(h) FREE OF ACCIDENT F 323
§8=D | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
FORM CMS-2557(02-80) Previous Verslons Obsolele Event ID: W34Z11 Facility 1D: TN3304 If continuation sheet Page 6of 8
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Observation of the facility on the initial tour April

regarding “Proper Storage of Chemicals
and Hazardous Equipment”. . This in-

FORM GMS-2567{02-918) Pravious Versipns Obsolele

Event IR0 W34211
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F 323 | Continued From page 6 F 323 Teg:F323
environment remaing as free of accident hazards
as is possible; and each resident receives ‘The clean utility/supply room door 43013
.adequate supervision and assistance devices to failing to positively latch, where
prevent accidents. chemicals and rAZOIE Were four{d during
surveyor™s initial tour was rcpaired by
maintesance priot 1o end of survey. The
Maintenance department had made
several attempts during the survey to fix
. the door closure and locking mechanism
This REQUIREMENT is not met as evidenced cach tizhe adjusting closure and lock,
by: testing door and each time thinking it was
Based on observation and interview the facility corrected. The employee loungs deor that
failed to maintaln a safe environment on two halls was found open was closed immediatcly,
of seven halls in the Hamiiton building. during nitial vour,
i i . The Head Nurses, Assistant Director of
The findings included: Nursing and Maintenance surveyed ll 46(12”'3 &
Observation of the Tacility on the inftial tour Apri Stnllervisk potential arvas whare ABonE
1, 2013, at 10:50 a.m., revealed on the 800 half positively latchi;;a::or:s.ﬂ';hcse m:sr
an entrance to the staff lounge and through the inchuded: clean wtility rooms, central
staff lounge an entrance fo the clean linen closet supply rooms, housekeeping closets and
with the door standing wide open. The claar linen Biobazard Storage rooms on each unit.
closet door inside {he room was unlecked and All doors surveyed wese found to be
shut. Observation revealed several personal positively latching properly. This survey
items of employees, including purses and was conducted during week of Aprit 8 ~
backpacks, In the steff lounge that were 12, 2013. Continuous monitering will
unsecured and accessible to wandering alsa be conducttd during obsesvation of
residents. Continued observation revealed one g'f muﬁismﬁdseudmly-by Hesd Nurses,
resident sitting in a wheslchalr, In the hallway Adistratios: /e A e
oufside the open door. Licensed Practical Nurse Any door failing to positively latch will
y latch wi
(LPN) #2, confirmed the staff lounge door is to be b reported to Maintenance Department
shut and locked because "do have wanderers” on immediately. All chemicals, razors or any
the hall. other potentially dangerous roaterial will
he removed from roone and secured
Repeat observation of 900 hall staff iounge/clean elsewhere until door can be repaired.
Iinen closet on April 2, 2013, at 11:00 a.m., The Facility will couduct an )
€ Wil conduct an m-5ervice
revealed the door was shut and locked., during the wWeeks of 4/22/13 - 5/1/13 513

servire will e randuestad 'h:r the Steff

Iif conkinuation sheet Page 7of B
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thirty-five bottles of Get Fresh liquid, eight
packages of ten-pack single blade razors.

Interview with Nurse Manager (NM) # 1, April 1,
2013, at 11:34 a.m., in the hallway oulside the
freatment room, confirmed the door was
uniocked and items labeled "Keep out of reach of
children” were present and accessible in the
room. Continued Interview with NM #1 confirmed
the door was to be locked.

Repeat observation on Aprit 3, 2013, at 12:15
p.m., revegled the door to the Treatment Room
on the 800 hall had a hand written sign "make
sure door latches.” Observation revealed the door
was unlocked, and easily opened.

Interview with Licensed Practical Nurse (LPN) #1,
on April 3, 2013, at 12:18 p.m., in the 800 hall
outslde the treatment room confirmed tha
treatment room was unlocked and zccessible.
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F 323 | Continued From page 7 F 323 Development Coordinzator and ADON for
1, 2013, ot 11:15 a.m., revealed the door fo the facility partoers.
Troeatment Room in the 800 hall was unlocked .

4. The facility will conduct & quarterly .
and the ctilcmr.I:u.l_shetcl!1 apen very eaa;.ily. - Quality Assurance/Tmprovement study on
Observation inside the room revealed nineteen “Proper Storage of Chemicals and Quarterly
4.5 ounce battles of Lantiseptic skin protector, Hazardous equipment”, This smdy wifl | &
seven 8 ounce bottles of alos vista skin protector, be conducted by the ADON/Risk Ongoing

Menager or designee dufing our quarterly
3In Search of Excellence™ QIS floor
audits. Al doors leading Into arzas where
chemicals, razors or any other potentially
dangerous material will be surveyed to
determine that the door is posidvely
latching, Meihtenance will be notified
immediately if door is found not to be
waorking properly. Head gurses recejve
the wsults of the floor andit within days
of completion, Reporting results of
quarterly audit to Q4/f committee will
occur at the oext QA/1 committes
following the end of the quarter. The
QA/I committee is composed of
Administeators, Medical Director,
Direcior of Nursing, Assistant DON,
Pigtician, Rehab Director, Food Service
Director, Risk Manager, Housekeeping
Director, Central Supply Director,
Laundry Ditector, Bookkeeping Director
and other staff invited t0 observe and

} participate.
Continuad Interview with LPN #1 confirmed the
door was to be locked.
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